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PREFACE

Since 1995, interest has grown in Utah concerning the development of a systematic
approach to understand the supply and demand of healthcare clinicians. This interest
was captured and codified in 1997 with the passage of H.B. 141—Medical Education
Program that created the Medical Education Council (MEC) in Utah. One of the
responsibilities of the MEC is to assure that Utah has an adequate, well-trained
healthcare workforce to meet the needs of the citizens of the state and region. This
report, Utah’s Clinical Healthcare Workforce, by the MEC, is a comprehensive analysis
of physicians, nurse practitioners, and physician assistants providing care in Utah. The
report is intended to provide a basis for developing clinical workforce policy for Utah.

Within this report the term “healthcare clinicians”, or variations of it, shall refer to the
three clinician groups: physicians, advanced practice nurses (nurse practitioners, nurse
anesthetists, nurse midwives, etc.), and physician assistants. Knowing where these
clinicians come from and why, and what number of clinicians Utah requires is important
information for health policy makers, healthcare administrators, and clinical educators.
Utah’s citizenry should be assured that these highly skilled medical professionals meet
their healthcare needs.

An adequate healthcare workforce is also an important economic development issue as
businesses are attracted to Utah because of the scope of healthcare services and
associated research that exist in Utah. In addition, Utah clinicians benefit from knowing
the relative balance or imbalance there may be between supply and demand as it
impacts the viability of their practices and income. Knowing where shortages exist can
help achieve a more balanced distribution of clinicians throughout Utah’s population.

Many insights summarized in this report have come from surveys of physicians,
advanced practice nurses, and physician assistants, all of whom are licensed to practice
in Utah. The purpose of the surveys was to obtain data regarding the current capacity
of clinicians within Utah, and to a lesser degree, the requirements to meet the current
and future demand for these clinical services. The survey data were further augmented
with both local and national information from the Center for Health Data, the Health
Data Authority, the American Medical Association, and other sources as footnoted.

The MEC recognizes that clinical healthcare workforce data and projections have been
produced by other organizations. Specifically, the MEC feels that the number of
physicians practicing in Utah has been greatly overstated by some organizations. The
MEC has taken great care to ensure that the survey data shown in this report accurately
reflect the number of physicians both licensed and practicing in Utah at some degree. It
has been found that many physicians maintain licensure within the State of Utah, yet
provide no care to the population (40 percent do not even reside in the state). Basing
clinical workforce data on licensed physicians alone, while ignoring if care is being
provided within the state, misrepresents Utah’s true capacity to provide care to its
residents.
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Preface

The survey instruments, which were targeted to the three clinician groups, were pre-
tested and revised many times. Each question was assessed in terms of how it would
be used by each of the sponsoring entities and for what purpose.

The surveys were administered by mail. A cover letter from supporting organizations
was mailed with the surveys to all clinicians licensed in the State of Utah as of February
1998. The address for each licensee was obtained from the Division of Occupation and
Professional Licensing—Department of Commerce. The response rates and conducted
dates for the surveys are indicated as follows:

Survey Response Rate Dates
Physicians 61% Aug. ‘98—Apr. ‘99
Advanced Practice Nurses 76% Nov. ‘98—May ‘99
Physician Assistants 67% Apr. ‘99—Nov. ‘99

Leadership for conducting and interpreting survey results was assumed by the Medical
Education Council with substantial input from the Physician Workforce Subcommittee
and the APRN, PA, Pharm D Subcommittee, both of which were appointed by the MEC.
Full versions of all three surveys, along with extrapolated data, can be found in the
appendices section of this report.

Joint sponsorship and support of the surveys were provided by the Medical Education
Council; the Bureau of Primary Care, Rural & Ethnic Health—Utah Department of
Health; the Utah Area Health Education Centers; the Utah Nurses Association; the Utah
Physician Assistant Program; and the Utah Medical Association. The data needs of
these entities and those whom they serve were paramount to the survey design and the
analysis of results. Other key collaborators in the developmental process were the
University of Utah School of Medicine—Department of Family and Preventive Medicine,
and College of Nursing; the Office of Health Care Statistics—Utah Department of
Health; and the Utah Health Policy Commission.

Careful consideration of the information within this report is vital to the future of Utah’s
healthcare clinician workforce. The report is divided into three broad sections. The first
of these sections examines current clinical workforce in Utah and its capacity to
adequately provide the needed healthcare services within the state. General
descriptive information, practice characteristics, factors affecting clinician location, and
training program information are all summarized within this section.

The second section of the report takes a projective look into the future to determine
what factors will play a role in impacting the changing demand for the services of
healthcare clinicians. Factors such as population demographics, new models of care
delivery, and federal policy changes, among others, will all affect Utah’s workforce
requirements over the next twenty years.
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The final section, preceding the appendices, identifies the policy actions necessary to
achieve the required future workforce and accommodate the changing healthcare

demands of Utah’s future population.

Utah’s mix of professionals and the staffing ratios are different than the nation’s. An
action plan is needed based on Utah’s projected mix and ratios of clinicians to assure
Utah will have the necessary clinicians required to meet the future demands of Utah'’s
growing population. This report on Utah’s Clinical Healthcare Workforce provides the

information necessary for developing such an action plan.
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Utah’s Clinical Healthcare Workforce

EXECUTIVE SUMMARY

Section |. Capacity of Current Clinical Workforce

1. Utah is on the verge of a crisis in the clinical healthcare workforce. Unless
something is done to avert this crisis, Utah citizens will no longer be able to access
the quality healthcare that they deserve.

2. There is a chronic maldistribution of primary care clinicians among urban and rural
settings.

3. There are some statewide specialist shortages developing. At present there is a
statewide shortage of emergency room physicians, adult and child psychiatrists in
public settings, pediatric and adult endocrinologists, nephrologists, neurologists,
rheumatologists, anesthesiologists, and gastroenterologists.

4. Healthcare providers are highly influenced to practice in locations where advanced
clinical training was received. This has implications for both Utah in general and for
rural locations.

5. National policy to reduce the number of medical residency training slots throughout
the nation will reduce the pool of fully trained physicians from which Utah will
compete. This is expected to hamper the maintenance of Utah’'s physician
workforce. The demand for advanced practice nurses and physician assistants will
continue to grow as a result of the possibility of increased shortages of physicians.

6. As Utah faces physician shortages, it should be noted that enrollment at the
University of Utah Medical School has not increased since 1972 (and cannot without
additional funding and facility expansion). Advanced practice nursing programs
would likewise require added funding for expansion and the state’s physician
assistant program would need both funding and facility expansion.

Section Il. Workforce Requirements (Demands and Needs)

1. Population Growth over the next 20 years will require, at current provider ratios, that
Utah increase its clinician workforce by 1880 physicians, 362 advanced practice
nurses, and 124 physician assistants by 2020.

Medical Education Council Vii
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Exec. Summary

2. In addition to maintaining current ratios, the projected retirement rate will require that
Utah recruit: 3540 physicians, 583 APNs, and 191 PAs to replace those retiring by
2020.

3. The aging of the population is expected to increase the projected minimum of
physicians by 20 per 100,000 total population over the next 20 years.’

4. As the demographic composition of Utah’s physician workforce changes Utah will
need to add between 3 and 7% more physicians in order to provide a minimum level
of services. Physician assistants will likewise need to increase by 1—2%. Data for
advanced practice nurses are not conclusive.

5. Due to the changing models of care delivery, an increase in demand of 5% of the
number of advanced practice nurses and physician assistants over the next ten
years is likely.

6. Over the next twenty years, Utah will be even more dependent upon the recruitment
of clinicians, especially physicians from outside of the state, to meet Utah’s future
healthcare requirements.

7. To avoid being excessively dependent upon out-of-state recruitment, Utah’s current
clinician training programs must, at a minimum, be maintained at current production
capacity.

Section lll. Actions to Achieve Workforce Requirements

1. Institute a clinical environment that fosters the development and evolution of
integrated workforce models.

2. To meet projected workforce requirements, Utah is going to need to expand its
physician, advanced practice nurse, and physician assistant clinical training capacity
commensurate with population growth.

3. Utah will need to utilize multiple Utah hospitals and ambulatory sites that have the
capacity to expand healthcare clinical training.

4. Create an interstate compact for intermountain states to combine resources in order
to train clinicians in certain specialties and subspecialties for which single state
demand is not sufficient to accommodate the cost of supplying such specialty
training by one state alone.

' The number of needed APNs and PAs is also expected to increase due to population aging, however,
specific numbers are difficult to quantify from current provider based data.
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5. Explore options for a reallocation of federally supported residency slots to more
nearly match federal residency training support to the geographic workforce
requirements.

6. Policy recommendations and decisions should be data driven. This will require the
collection of quality information elements, analysis completed using sound methods
and procedures, maintaining existing quality data resources, and continually
updating the data to keep them chronologically current.

Medical Education Council iX
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SECTION |

CAPACITY OF CURRENT CLINICAL WORKFORCE

A. General Descriptive Information

The present profile of the clinical workforce in Utah consists of 4,774 healthcare
clinicians that serve a total state population of 2.1 million. The breakdown of this total
count includes 3,792 physicians, 742 advanced practice nurses and 240 physician
assistants. The adequacy of the healthcare workforce can be quantified in terms of
providers per 100,000 Utah residents. For the year 2000, the Institute for the Future'
and the Council on Graduate Medical Education’s 8" Report projected that the national
range for an adequate supply of physicians was 145-185 per 100,000 U.S. residents.?
The Medical Education Council believes a range of 145-165 physicians per 100,000
Utah residents will be adequate to meet the needs of Utah citizens.

Clinicians are considered active patient care providers if 50% or more of their workweek
is spent providing patient care or teaching patient care. According to this criterion, the
actual number of physicians in Utah providing patient care is 3,221. This figure equates
to 155 physicians per 100,000 Utah residents. Thus, Utah is in the middle of the
Council’s established range for physician adequacy, but closer to the minimum for the
recommended national ranges. The Health Resources and Services Administration
(HRSA) reported that the 1998 national ratio for nurse practitioners was 26.3 per
100,000 population; and for physician assistants the 1998 national ratio was 10.4 per
100,000 population.> The Council’s calculated figures for advanced practice nurses
(which includes not only nurse practitioners, but also nurse anesthetists and nurse
midwives) shows a ratio of 29 practitioners for every 100,000 people in Utah. Utah’s
ratio for physician assistants is 10 for every 100,000 Utah residents. Therefore, in
comparison with national ranges, the current capacity of the clinical workforce is
marginally adequate for the State of Utah.

Utah’s clinical workforce provides a noticeable portion of specialty care services to non-
Utah residents. Some may argue that Utah should not be responsible for educating
clinicians to meet the needs of residents from other states. However, specialty clinical
services are in large part dependent upon population size. Thus, the out-of-state
referral base has made it possible for Utah’s citizens to enjoy access to a broader range
of specialty services than would be economically feasible if Utah did not act as a
regional referral center. Utah is a large regional referral center for all of the bordering
states and Montana. The average length of stay of these non-residents is double the
average length of stay for Utah residents—7.7 days for non-residents and 3.8 days for
residents. The demand for healthcare services generated by non-residents is declining
in actual patient days as well as number of patients seen. Since 1995, the total number

! The Institute for the Future (January 2000), pg. 75.
> COGME 8™ Report (November 1996).
® Health Resources and Services Administration (December 2000), pgs. 38, 55.
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Section |

of patients has declined 11% or a 43% decline in patient days.* Although the decline in
patient days is significant, non-resident inpatient days still account for 13% of patient
days and 7% of the total inpatient volume.

Presently, Utah does not have a proportionate balance of ethnic diversity among
clinicians in comparison with the population as a whole. Utah’s minority ethnic
population is 12% of the total population. The percentage of all clinicians with minority
backgrounds working in the professions being discussed is 4%. The breakdown of
ethnic diversity for each profession compared with population percentages is as follows:

Race/Ethnicity Physician | Adv. Practice | Physician | Population
Nurse Assistant Percentages

African American | 0.0% 0.0% 0.6% 0.8%

Native American 0.0% 0.0% 0.0% 1.4%

Pacific Islander 0.0% 0.0% 0.6% *

Asian 3.0% 1.0% 1.9% 2.5%

Hispanic 1.0% 0.0% 1.9% 6.8%

Other 1.0% 1.0% 0.0% 0.1%

Caucasian 95.0% 98.0% 95.0% 88.4%

* Asian and Pacific Islanders were combined as one ethnic group

Research indicates that African Americans and other minority patients often receive
differential and less optimal technical healthcare than white Americans because of
cultural barriers in patient-physician communication. It is beneficial to have a greater
ethnic diversity among clinicians because it increases their capacity to understand
illness according to the values and culture of a specific race.® The medical school and
other training programs in Utah must continue their efforts to diversify the clinician
workforce. Considerable success has been achieved the last five years in attracting
people of ethnic backgrounds into the physician assistant and nurse practitioner
programs. Over the last five years, the physician assistant program has had an
average of 17% of the enrollees from ethnic minorities.® The University of Utah College
of Nursing, in the Master of Science APRN Program has averaged 18% ethnic
enrollment from 1960 through 2000. The Advance Practice Nursing Program at
Brigham Young has averaged 10% ethnic enrollment. The Westminster Nurse
Practitioner Program is the newest, beginning with the first class in 1995. The J-1 Visa
Program, a federal program facilitated by the Utah Bureau of Primary Care, Rural &
Ethnic Health to enable international medical graduates to work in underserved areas of
Utah, assists in diversifying the ethnic make-up of the healthcare workforce. However,
Utah still falls short of having appropriate ratios between its workforce of ethnic
background to its population of ethnic background.

The age distribution of Utah clinicians shows some significant differences between the
three professions. The physician distribution is relatively normal across all age cohorts

* Source: Utah Department of Health—Division of Health Care Finance.
® Cooper-Patrick et al. (August 11, 1999).
® Utah Physician Assistant Program. Annual Reports (1996-2000).

2 Medical Education Council



given the age when they complete training and enter practice. However, the age
distribution for nurse practitioners and physician assistants shows a disproportionate
concentration in the 45-49 age cohort. The percentages for physicians, advanced
practice nurses and physician assistants were 17%, 26%, and 29% respectively
(Appendix D-1). The high concentration in one or two age cohorts may be problematic
as individuals in these two professions reach retirement.

Since 1996, the average age of enrollees entering the physician assistant program has
been 34 years. For the Master of Science APRN Program at the University of Utah the
average age of enrollees, since 1995, has remained constant at 37 years. The average
for the nurse practitioner enrollees the last five years at Brigham Young University has
been 27 years.

In Utah, healthcare delivery models—such as managed care or health maintenance
organizations—may also be a threatening factor to the capacity of the workforce.
Although managed care systems utilize primary care physicians at a higher ratio to
specialists than traditional fee-for-service models of delivery, the goal of managed care
to enhance provider efficiency (thus reducing the overall number of needed providers)
may be a contributing factor to Utah’s lower primary care physician to population ratio
than the national average. Utah has 63.0 primary care physicians per 100,000 Utah
residents compared to a U.S. ratio of 70.9 per 100,000 residents.

According to the Utah Hospitals and Health Systems Association’s 1999 report Eye on
the Market, as of 1997, Utah’s percentage of HMO penetration was 38.0% (6™ highest
in the U.S.), compared to a lower national average penetration of 27.0%. Furthermore,
as of January 31, 1999, managed care systems enrolled 88.5% of the population living
along the Wasatch Front in some type of managed care plan (81.9% were in non-
governmental plans and 6.6% in governmental plans). In that same year, the state
overall reached an enrollment rate of 67.1% (62.1% in non-governmental managed care
plans and 5.0% in governmental plans).” Regardless of a higher utilization of primary
care physicians within managed care systems, Utah’s primary care physician ratio to
population is still significantly lower than the national average.

The reason that Utah appears to have an adequate clinician supply is due to the fact
that, in terms of utilization, the populace utilizes healthcare services less than the
national average. Appendix G shows a number of basic differences of healthcare
utilization between Utah and the nation over the past years. Except for neonatal care,
Utah is almost always below the national range of services utilized.

B. Practice Characteristics

From Utah’s clinician survey information and national suggested workforce ranges, it
can be concluded that Utah’s clinician capacity is marginally meeting the aggregate
market demands of the state. However, a closer look at Utah’s urban/rural clinician
distribution in relation to urban/rural demands reveals a more detailed picture of where

” Utah Hospitals and Health Systems Association (1999), pgs. 1-4, 8.

Medical Education Council 3

| UOROBS



Section |

Utah stands. Factors such as primary/specialty breakdowns of the workforce and
gender mix of the workforce provide key insights concerning Utah’s current clinician
capacity. Since these and many other factors are continually changing, their
importance lies not only in understanding the workforce at present, but also in the
future.

Utah has both urban and rural characteristics. Its main urban population lies within only
four counties along the Wasatch Front. Approximately 76% of Utah’s population resides
within the Salt Lake, Utah, Weber, and Davis counties. The rural portion of the state
comprises the remaining 25 counties and covers approximately 96% of the state’s
landmass.®  These two, uniquely contrasting characteristics create a challenge for
Utah’s healthcare providers in rendering the proper services to all the people of the
state. Additionally, with 24% of the state’s population spread out over 96% of the
geographical area, rural shortages in the healthcare clinician workforce are difficult to
quantify. Some rural communities may have an adequate supply of primary care
physicians, while others are in critical need.

The statewide breakout of primary care physicians versus specialists is approximately
35% to 65% respectively.” Among advanced practice nurses the breakout is 57%
primary care and 43% specialists, and among physician assistants 59% practice in
primary care compared to 41% in specialties (Appendices A through C for specifics by
profession). Nurse practitioners and physician assistants provide a significant and
increasing portion of the primary care. The training and use of advanced practice
nurses and physician assistants adds flexibility in meeting the demands and needs of
Utahns. They help achieve the aggregate number of generalists and specialists
needed, and also an appropriate mix of generalists and specialists within the state.

As can be seen from the following table, advanced practice nurses and physician
assistants are more likely to practice in rural areas of the state than are physicians.

Area of Practice | Physicians Adv. Practice Nurses | Physician Assistants
Urban 85.7% 82.2% 73.7%

Rural 12.6% 16.9% 26.3%

Other* 1.7% 0.9% 0%

*This accounts for clinicians that maintain their primary practice outside of Utah, but still practice in Utah.

Nationally and in Utah, advanced practice nurses and physician assistants have a
history of disproportionately serving disadvantaged populations. This is especially true
in rural Utah. The rural distribution is commensurate with clinic location and the
population base. The fact that advanced practice nurses and physician assistants are
practicing in higher percentages in both primary care and rural areas of the state than

® Source: Governor’s Office of Planning and Budget.

9 Nationally, the trend in recent years has been to move to a 50/50 mix among specialty and primary care
physicians. Recently however, this ratio has been questioned and COGME is re-examining the rational
for an approximate mix. Many anticipate it will be revised to 40% primary care and 60% specialist. In
such a case, Utah's primary care mix would still be lower than this level.
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are physicians, could lead to a false sense of comfort. Most likely, Utah will always face
the problem of providing reasonable care to both disadvantaged and geographically
remote populations.

An additional reason Utah'’s supply of physicians in the rural areas of the state has been
marginally adequate and not a critical shortage is the augmentation provided by three
recruitment programs administered by the Utah Department of Health—Bureau of
Primary Care, Rural and Ethnic Health. These programs are the J-1 Visa Program
(foreign professionals) or State 20 program, the State Loan Repayment Program, and
the National Health Service Corp. Placement Program. These programs have been
used to place 67 physicians in Utah; 49 of these were in rural Utah. They have the
potential to address recruitment shortages in both primary care and specialty care for
underserved areas. In the context of underserved populations the most requested
primary care physician group is family practice. As mentioned, these programs also
help in areas that are unable to find specialists through normal recruitment. Due to this,
the most requested specialty care physicians are gastroenterologists.

Notwithstanding the general ratios of primary versus specialty and urban versus rural, a
number of specific shortages are known throughout the state (Appendix |). Currently
there are a number of specialist shortages developing either on a statewide basis or
involving an urban/rural maldistribution. For example, shortages have been reported by
at least two systems of clinics in the areas of anesthesiology, rheumatology,
endocrinology, gastroenterology, neurology, and nephrology. Most of these positions
have been vacant for more than eight months. Statewide, there is a shortage of
emergency room physicians. Virtually all mental health organizations report a shortage
of psychiatrists working in public settings. This is an acute problem in rural Utah where
there is little prospect of recruitment and most rural communities do not have a
psychiatrist. This need may be partially met by the increased use of telemedicine. The
fact that Utah is a tertiary regional referral center for medical care also adds to the
shortage of specialists per 100,000 Utah residents.

Gender is an important variable in healthcare provider workforce planning largely
because women often chose to work fewer hours than men do'"; this is most noticeable
among physicians. The longer hours worked by men may be a contributing factor in
how Utah has been able to meet the needs with a workforce that is smaller in number
than normally required by a population the size of Utah’s.

The physician workforce has traditionally been, and is still, very male dominated in
composition. Females comprise 15% of the current physician workforce (See Appendix
A-2) and comprise 18.2% of the primary care physicians. Nevertheless, the ratio of
female to male medical school graduates is changing and approaching 50% and will
likely change the composition of the profession. Over the next two decades it is
expected that the physician workforce will be composed of a larger proportion of
women. Consequently, the gender factor would suggest that more physicians and a

'% Source: Utah Department of Health—Bureau of Primary Care, Rural and Ethnic Health.
" COGME 14" Report (1997), pg. 10.
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Section |

higher ratio of physicians to population would be required in Utah to maintain current
levels of service. This may be especially true within primary care since the data
suggest that women concentrate in primary care at a higher rate, 42.8% compared to
31.7% of men working in that area.

The advanced practice nurse field is significantly different with respect to gender than
the fields of physicians and physician assistants. In this case, females comprise a
considerably larger portion of the workforce. Approximately 18% of all advanced
practice nurses are males (See Appendix B-2) and are most highly concentrated in the
nurse anesthetist specialty. There are not significant numbers of males in any other
area of specialization. For females, the dominant specialization areas are nurse
midwifery and neonatalology. Since male advanced practice nurses are so
concentrated in a specific specialty area, it is difficult to quantify any impact that gender
plays in the service delivery capacity of advanced practice nurses.

Of practicing physician assistants, 64% are males and 36% females (See Appendix C-
2). The younger age cohorts are comprised of a larger percentage of women. The
enrollment ratio of women to men in the physician assistant program has averaged 39%
since 1996.'% This suggests that, along with physicians, women are beginning to
comprise an increasingly larger proportion of the physician assistant workforce.

As mentioned before, there are maldistribution issues that will need continued attention
throughout Utah:

e Some disadvantaged and vulnerable population groups and working poor do not
have their healthcare needs fully met.

e Some geographically remote populations do not have reasonable access to
needed healthcare.

Special ongoing attention, monitoring, and consideration also need to be given to:

e Possible future shortages of some specialists due to retirement, and
e Unfilled vacancies of some specialists.

C. Factors Affecting Locating to Utah to Practice

There are many factors influencing today’s healthcare professionals’ decision to
practice in Utah. The most significant factors include completion of advanced clinical
training in Utah, being raised in Utah, and quality of life preferences.

The factor that was determined to be most influential in healthcare professionals
locating to Utah is advanced clinical training. The survey indicated that 49.2% of the
physician respondents had completed at least one residency program in Utah.
Similarly, the dominant factor in the location of advanced practice nurses and physician

'2 Utah Physician Assistant Program. Annual Reports (1996-2000).
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assistants to Utah is their completion of advanced clinical training in Utah. Of
advanced practice nurses practicing in Utah, 70.1% were trained in Utah. Of physician
assistants practicing in Utah, 68.7% were trained in Utah (See Appendices A-16, B-23,
and C-24, respectively).

Schooling can also be a factor in locating to Utah. The University of Utah School of
Medicine is the only medical school in the State of Utah and 35% of Utah’s current
physician workforce was trained there. Between medical school and residencies, 65%
of Utah’s physicians received at least part of their advanced medical training in Utah.
By broadening the medical training opportunities in Utah, the number of healthcare
professionals practicing in Utah will increase simply by their tendency to settle in Utah
after completing their advanced clinical training in the state.

Being raised in Utah is the third most influential factor in the decision for physicians to
practice in Utah. The survey indicated that 43% of the physicians practicing in Utah
spent the majority of their upbringing in Utah (Appendix A-5). The survey also
indicated that 82% of the Utah physicians with a Utah upbringing had either completed
a Utah residency and/or medical school training in Utah.

Where an individual is raised is particularly important for those who practice in rural
Utah. As the following tables show, being raised in rural Utah increases the likelihood
that a professional will practice in a rural community. The number of physicians who
were raised in rural Utah is significantly related to the number of physicians practicing in
rural Utah. Of 285 physician respondents who were raised in rural Utah, 157 are now
practicing in rural Utah, a percentage of 55.2%. This is an indication that recruits from
rural Utah are more likely to return to rural Utah to practice. The same is true for
advanced practice nurses and physician assistants.

Clinicians with Utah Upbringing by Setting

Utah Upbringing | % of Physicians in % of APNs in % of PAs in Rural
Setting Rural Practice Rural Practice Practice
Rural 55.20% 53.10% 85.70%
Suburban 8.00% 10.70% 16.70%
Urban 3.70% 4.10% 11.80%

Regardless of where the individual was raised, being raised in a rural area increases

the likelihood that an individual will practice in rural Utah.

Clinicians Without Utah Upbringing by Setting

Outside Utah % of Physicians in| % of APNs in % of PAs in Rural
Upbringing Setting Rural Practice Rural Practice Practice
Rural 23.10% 33.80% 50.00%
Suburban 8.60% 9.40% 12.10%
Urban 3.80% 3.40% 10%

Medical Education Council
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Utah’s quality of life and recreational opportunities have emerged as a major factor in
locating to Utah. Although not addressed in the survey, many clinical healthcare
providers have identified this aspect as one of the top three reasons they located to
Utah. Also, Utah’s educational and research environment appeals to many healthcare
professionals in the decision to locate to the state.

Salary ranges for Utah physicians appear to have no affect on their locating to Utah.
According to the Center for Health Policy Research’s Socioeconomic Characteristics of
Medical Practice 1997/98, Utah’s physician salaries are comparable to those of any
Mountain region state.”® The average for the region, was approximately $160,000 per
year in the year 1996. The national net median income was $166,000 in 1996, so Utah
physician salaries appear to be competitive and at the average range in comparison
with other regions of the nation. Therefore, speaking of physicians as a group, Utah
physician salary ranges do nothing to make Utah competitive or noncompetitive. The
same conclusion cannot be made when Utah and national salaries are compared on a
specialty or subspecialty basis.

As seen, the factors having the most influence on healthcare workforce locating to Utah
are graduate/clinical training, Utah upbringing, and quality of life. By targeting new
opportunities for medical training in Utah, targeting rural communities for candidates for
medical school, and continuing to promote Utah’s desirable lifestyle, the location of
healthcare professionals to Utah can be increased. Utah is able to produce and attract
quality professionals from within the state’s population and the national pool. In
general, no seriously negative factors were identified at present, which would indicate
that Utah would have difficulty recruiting quality medical personnel. The quality of life
and training programs are attractive features for those considering locating to the state.

D. Influence of Training Programs on Workforce Capacity

Medical training programs in the State of Utah directly influence the capacity of the
clinical workforce. These programs provide a recruitment pool of qualified, well-trained
clinicians. The graduates from these programs help advance the already high standards
of healthcare in Utah.

Approximately 49.2% of the physicians practicing in Utah have completed a residency
program in Utah. There are currently 54 residency programs within the State of Utah
that enroll 130 to 140 new physicians a year (See Appendix H). In spite of quality
residency programs, Utah is dependent upon other states to train a majority of its
physician workforce. The national reduction in residency slots will reduce the pool of
fully trained physicians from which Utah will recruit.

The University of Utah’s and Brigham Young University’s advanced practice nursing
programs maintain a combined average annual enroliment of 45 to 55 new students a
year. The percentage of advanced practice nurses who remain in the state is about

'3 Gonzalez, M. L. and P. Zhang, Eds. (1998).
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70.1%. Utah’s physician assistant program currently admits 32 new students each
year. Of those completing training, 68.7% are retained. It is evident clinicians are more
likely to remain and practice in the location where advanced clinical training was
received.

Over 75% of the University of Utah School of Medicine students are residents of Utah.
The School of Medicine educates a large number of the practicing physicians in the
Intermountain West. As the only medical school in Utah, it has not increased enrollment
since 1972. The constant enrollment at the medical school has been based on patient
population and financial considerations. Furthermore, one-third of the teaching at the
medical school is done by residents-in-training which reduces the cost of funding a full-
time faculty. The threat of reductions in the number of residency slots and/or residency
programs makes it very difficult for the medical school to plan and provide for an
increased enrollment.

The Accreditation Council of Graduate Medical Education has given accreditation to
every site in Utah at which a resident physician is being trained. Likewise, the National
League for Nursing Accreditation Commission accredits the advanced practice nurse
programs at the University of Utah and Brigham Young University. The other advanced
practice nurse program at Westminster College is accredited by the Commission on
Collegiate Nursing Education. The Utah Physician Assistant Program is one of the
oldest physician assistant programs in the United States. It has maintained full
accreditation since 1972. The greatest benefit from these programs is the resource of
quality clinicians they make available to Utah’s healthcare workforce. This is not only
beneficial to the workforce, but also to the citizens of Utah who expect quality care.

All 29 counties in Utah are expected to gain population, households, and employment
between the years 1995 to 2020." The growth of the population will provide the
increased patient population necessary to support expanded enrollment of students at
the medical school, nurse practitioner programs, and the physician assistant program.
To assure an adequate workforce, ideally, the capacity of the medical school, in-state
residency programs, nurse practitioner programs, and physician assistant programs
should be commensurate with growth of the state’s and referral region’s populations.

'* Source: Utah Population Estimates Committee—Governor’s Office of Planning and Budget.
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SECTION Il

PROJECTED CLINICAL WORKFORCE REQUIREMENTS

The prediction of workforce requirements is enormously difficult. The major reason for
this is the large number of factors and “wild cards” that can come into play. Among the
major variables that impact workforce requirements are:

e size and nature of population, and associated demographics (especially growth
patterns);

e medical services utilization rate, which in turn is influenced by: the relative health
status of the population, population demographics, and efforts at primary
prevention of disease;

e health services delivery models, and philosophies/policies regarding use of non-

physician clinicians;

degree to which the population is insured for healthcare services;

extent and nature of competition;

technology, and;

the cost of healthcare.

The Workforce Committees examined the above factors, which potentially could affect
workforce projections. In this section we have included only those factors where
sufficient information existed to quantify impact on projections.

A. Demographics

The growth of Utah’s population is the major determining factor in the future outlook of
workforce requirements. The growth rate of Utah’s population has historically exceeded
that of the nation and is expected to continue to do so through 2020. Utah is expected
to increase its population by 48% over the next 20 years to over 3.1 million by 2020."
Because of population growth, Utah will need to add as many as 120 new physicians
each year in order to maintain the current ratio of physicians per 100,000 Utah
residents. This will equate to a total increase of over 1800 physicians over the next
twenty years. Utah will also need to recruit as many as 23 new advanced practice
nurses and 8 new physician assistants per year to maintain current ratios. This is a total
increase of 362 advanced practice nurses and 124 physician assistants over the next
20 years due to population demands.

This population growth is not expected to be equal across the state and thus some
areas will benefit while others will experience reduced capacity for physicians. Overall it
is expected that the population growth will help Utah to alleviate some of the
maldistribution problems between urban and rural areas.

'* Source: Governor’s Office of Planning and Budget—Demographic and Economic Analysis Section
UPED Model System.
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In addition to growth of the population, Utah is going to experience a polarization effect

over the next 20 years. Increases in the 0-14 age population cohorts will result in an
overall increase in the demand for pediatricians and pediatric subspecialists. The 65+
age cohort is going to see an increase of 24% over the next 10 years and an increase of
52% over the following 10-year period (See Appendix F).

The dependent populations, 0-19 years and 65+ years are the two highest utilizers of
healthcare services. The effect of this on Utah’s workforce will be an increased need for
healthcare clinicians. National projections indicate that the aging of the “Baby Boomers”
will affect an increase in the need for additional physicians somewhere in the range of 5
physicians per 100,000 residents over the next ten years. This need for additional
physicians will move Utah’s expected range of physician demand from 145-160 to 150-
170 per 100,000 Utah residents by the year 2010 and from 155-170 to 170-185 per
100,000 Utah residents by 2020. This movement reflects the rate at which the baby
boomers will be moving into the older age cohorts and the increased population due to
longer life. In order for the state to keep up with this demand for practitioners, Utah is
going to need to add up to 133 new physicians per year by 2010 and as many as 318
per year by 2020. A large percentage of these new physicians will need to be
specialists in diseases associated with the aged population including cardiology,
pulmonology, endocrinology, etc.

There are no national projections of changes in ratios for advanced practice nurses and
physician assistants to population due to aging of the population. However, in Utah
there are currently 29 patient-care-providing advanced practice nurses per 100,000
Utah residents and 10 patient-care-providing physician assistants per 100,000 Utah
residents. In order to maintain the same ratio of advanced practice nurses and
physician assistants to needed physicians, Utah would require an additional 21 to 32
new advanced practice nurses per year and 9 to 13 new physician assistants each year.

B. Provider Profile

Large employers of physicians in Utah have indicated that they traditionally experience
an annual retirement rate of 3% among their physicians. If this continues to hold true,
Utah would need to recruit at least 114 new physicians each year to replace those
retiring. However, there is growing evidence that physicians are beginning to retire as
much as ten years earlier than the traditional age of 65. Given this, Utah may need to
replace 1600 physicians or 42% of the current workforce in the next 10 years. Over the
next 20 years as much as 95% of the physician workforce will need to be replaced.

The age profiles of advanced practice nurses and physician assistants indicate that they
enter the clinical workforce at about the same age as physicians and have a smaller
percentage of practitioners in the retirement age group than physicians. If a normal
professional work life were followed, the age distribution of Utah nurse practitioners
should begin to parallel that of physicians. Over the last two decades, the normal
pattern for those obtaining advanced practice training was to seek admission after their
children were all of school age. While the average age of nurse practitioners graduating
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from Brigham Young University and Westminster are younger than those at the
University of Utah, the MEC does not have enough data to make conclusions about
whether the age distribution of nurse practitioners will assume a pattern closer to the
physician profiles. Given the lack of historical data for both nurse practitioners and
physician assistants, a 3% per year average retirement rate for both professions is
estimated. However, it is obvious the MEC needs to monitor changes in the makeup of
the nurse practitioner workforce.

Given that rate, Utah would need to annually recruit at least 22 new advanced practice
nurses and 7 physician assistants. No calculation for early retirement has been made
for advance practice nurses and physician assistants because a number of practitioners
have said, due to their wage levels, very few feel that they are able to retire early.

The survey data indicate many practitioners are choosing areas of specialty based upon
the accompanying workload commitment (hours per week) in order to fulfill other
desires and commitments. The overall impact on the workforce due to this trend is
unknown. The Utah survey data show that among physicians, women work about 10%
fewer hours per week. This agrees with the same trend that is being seen nationally.'®
Because of the trend to move toward a workforce with greater gender balance, Utah will
need a 3%-7% increase in the required number of physicians."” It is unclear how this
demographic change in the workforce will effect the urban/rural maldistribution of
physicians, given that there are very few women physicians currently practicing in rural
Utah.

Utah’s advanced practice nursing programs indicate that they are experiencing minimal
increase in the percentage of male enrollees. To what extent the ratio of male to
female enrollees will come close to 50/50 is unknown. However, the majority of males
currently in the advanced practice nurse profession practice primarily as Certified
Registered Nurse Anesthetists (CRNA) and there are not enough females in that group
to make a comparison. Thus, no prediction is being made concerning the effects of a
demographic change in the balance of the advanced practice nursing workforce.

Utah’s physician assistant program likewise reports that they are seeing a shift in
enrollment toward a gender balanced student body. Since 1995, women have
constituted a low of 33 percent to a high of 50 percent of the annual enrollment.’® Male
physician assistants work on average 13% more hours per week than their female
counterparts. The Council expects to see minimal changes, between a 1% and 2%
increase, in required total physician assistants, because the current ratio of Utah
practicing physician assistants is 36 females to 64 males and the ratio for program
entrants has averaged 39% females since 1996.

'® Hadley, J., Mitchell, J. M. (1997), pgs. 99-111.

' Survey results indicate on average female physicians work 10% fewer hours per week with up to a 20%
reduction in patient load, which may or may not all be attributed to the reduced hours. Also the sample
size in some specialties limit the ability to make detailed comparisons by specialty and county of practice.
'® Utah Physician Assistant Program. Annual Reports (1996-2000).
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The Medical Education Council is continuing to monitor the makeup of the workforce
and will be looking for changes in workforce practice patterns, hours worked, and choice
of specialty or other factors which might influence the number of clinicians needed by an
increasing population.

C. Regional Service Load

Statewide, Utah’s regional service load or in-migration of patients needing specialty
care has declined steadily in recent years. In 1995, 17,849 out-of-state patients
received care in Utah, but that number had decreased to 15,939 in 1998. In addition to
the number of cases, inpatient days have also steadily declined over this same time
period: from a high of 213,059 in 1995 to 122,209 in 1998. However, due to the
increased severity of illness of most non-Utah resident patients and the nature of the
required care for the patients, the average length of stay is still twice that of Utah
residents. In 1995, the average length of stay (ALOS) for out-of-state patients was 12
days compared to 5 days for Utah residents, and in 1998 the ALOS was 8 and 4
respectively (Appendix G).

This declining patient in-migration trend appears to match the population growth rate of
the bordering states and communities. The population growth in the bordering states
has made it economically feasible for more of the care to be available in those states.
This reduction in overall number of out-of-state patients treated does not necessarily
translate into reduced demand for services. Those patients from other states who will
continue to seek care in Utah will be the most critically ill and will require specialty care
that is unavailable in their home states. The Medical Education Council believes the
gradual decline in service demand from the region, will be steadily offset by Utah’s
growing population. Thus, no decreased demand for the specialty services is
anticipated which might threaten the existence of the array of Utah specialists. A
slowing in the decline in regional service demand, coupled with increased demand from
the growing and aging Utah population, could produce an expanded demand for
specialist and sub-specialist physician services. Longitudinal data are needed before
trends are known and it becomes possible to accurately project regional service
demand. Therefore, the Medical Education Council has not made any adjustment in
projected workforce requirements due to regional service load.

D. New Delivery Models

Evidence suggests that Utah is on the cusp of an evolution in the structure of healthcare
delivery. Fourteen new integrated workforce teams have been identified by the MEC
and interviewed. These new healthcare delivery teams are using advanced practice
nurses and physician assistants alongside physicians to provide a higher level of care.
These teams have changed, and will change, the role of providers by utilizing advanced
practice nurses and physician assistants to perform such tasks as case monitoring,
patient education, and both pre-procedure and post-procedure work, with the physicians
focused on the more technical procedures for which they are uniquely trained. This
trend is expected to expand to more patient care areas, resulting in an increased
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demand for nurse practitioners and physician assistants. Team members have
indicated that this model of care delivery is preferred because they have better patient
work-up and case management. They also cited the better use of team members’ skills
and training (See Appendix E).

Because this is a new and emerging trend, the absolute impact is impossible to predict.
However, in the opinion of the Medical Education Council’s Workforce Committees, this
movement to care delivery through complementing teams will increase demand for
physician assistants and advanced practice nurses an estimated 5% by 2010 and an
estimated 10% increase by 2020.

E. Federal Policy Changes

The Council on Graduate Medical Education (COGME)"™ and the Pew Health
Professions Commission have called for a reduction in the number of residency training
programs in the United States. Currently there are about 40% more residency slots in
the United States than there are medical school seniors. Both COGME and PEW
Commission reports are calling for a reduction to about 110% of the graduating class.
Congress has acted on this and placed a cap on the number of residency slots they are
willing to continue to fund and reduced the amount of funding for each resident. It is
also probable that the number of resident slots funded through Medicare will be reduced
to the 110% figure now proposed.

The Pew Health Professions Commission has also recommended the closure of 20-
25% of the medical schools in the United States.®® This, coupled with the reduction of
residency slots to 110% of medical school graduates, could reduce the annual available
physician pool by 2,000-2,500 physicians. As Utah has and will continue to be a gross
importer of physicians, a large reduction in the number of nationally available, qualified
physicians will severely cripple Utah’s and the nation’s ability to maintain the current
standard for quality care.

Within the last quarter of calendar 2000, there has been considerable debate about the
prior COGME report stating that there was a surplus of physicians. Many hospitals and
healthcare systems are reporting difficulty in recruiting needed physicians. There has
been increased discussion at national meetings suggesting there never was a physician
surplus and reductions in training programs would be unwise. So far, no formal
changes in national policy have been announced concerning the number of resident
slots that Medicare will pay for or concerning a retraction of the recommendation to
close medical schools. However, the debate is just beginning and it is not possible at
this time to accurately predict which national policies may make it more difficult to recruit
the needed workforce. It is likewise impossible to determine if there might be some
relief given for mandates of the Balanced Budget Act which resulted in reductions in
cost reimbursements and freezes placed on resident slots. The Medical Education
Council is working with national bodies to effect a more rational policy for what

'Y COGME 14" Report (1997), pgs. 30-31.
% pew Health Professions Commission (December 1995). Third Report, pg. 40.
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constitutes an adequate physician workforce and the training capacity necessary to
achieve the projected ranges of physicians.

F. Training Capacity

Over the next twenty years, Utah will be even more dependent upon recruitment of
clinicians, especially physicians, from outside the state to meet Utah’s healthcare
requirements. This is because of limitations of Utah’s current clinician training capacity,
an aging population, the nation’s highest birth rate, and population in-migration. Utah’s
current clinician training programs, especially residency training slots, need to be
maintained and probably expanded so that reliance on outside recruitment does not
grow to an unachievable level.

Advanced practice nurse capacity at current state institutions can expand in the current
physical facilities by about 20% or 12 slots per year. There are two barriers: 1)
legislative and/or private funding of slots and 2) how to recruit necessary faculty since
there is a national shortage. Private school enrollment is not likely to expand to meet
growing needs.

Since its inception in 1971, the physician assistant program at the University of Utah
has gradually increased to the stable level of 32 students per class. At this level of
productivity, the physician assistant program should be able to adequately supply the
Utah market until 2010 at which time an increase in the physical facility would be
necessary before the University could expand training adequately to keep pace with the
growing Utah market.
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POLICY ACTIONS TO ACHIEVE PROJECTED WORKFORCE
REQUIREMENTS—GOALS, OBJECTIVES, AND ACTION
PLAN

The Medical Education Council (MEC) proposes that the following actions be enacted to
achieve workforce requirements for 2010 and beyond. This list is not exhaustive and
proceeds with the most basic implementations necessary to prepare a clinical workforce
to meet the demands of the future.

1. Institute a clinical environment that fosters the development and
evolution of integrated workforce models.

Nationally and locally, integrated clinical teams are independently emerging in an effort
to increase the quality, efficiency, and cost-effectiveness of patient care. Integrated
teams more effectively utilize advanced practice nurses and physician assistants in
roles that better compliment the patient-care tasks of physicians.  This model of
healthcare provision does not ultimately replace the physician, but provides a team in
which trained professionals are better able to devote more time to patients’ needs at a
high level of quality and lower cost (Appendix E). The Medical Education Council
recommends that existing models of integrated teams be analyzed to gather more
objective data on the increasing use of cooperative practices among physicians,
advanced practice nurses, and physician assistants. It is important to know if there is
greater efficiency as well as increased patient satisfaction. Preliminary information
suggests that the physician can provide care to more patients in the same amount of
time. This implies that there might be an increased demand for nurse practitioners and
physician assistants while the requirements for physicians in some specialties might
slow or not increase. This could have significant implications for Utah’s training
programs and recruiting strategies. Further, it is recommended that Utah’s clinician
training programs be better integrated to create a clinical environment that will promote
further development and evolution of cooperative practices in Utah’s workforce.

2. To meet projected workforce requirements, Utah will need to
expand its physician, advanced practice nurse, and physician
assistant clinical training capacities commensurate with population
growth.

In order to achieve capacity for meeting the projected workforce requirements, Utah will
need to expand its clinician training programs in proportion to population growth. The
MEC realizes that ongoing barriers to these recommendations include faculty shortages
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and infrastructure support and costs. Following are the specific needs and approaches
to each individual profession.

A. Physician training needs and approach.

The MEC believes that the focus should be placed on maintaining and increasing Utah’s
clinical residency training programs. This is most apparent since the survey data
suggest that location of graduate clinical training is the foremost determinant of where
physicians enter the workforce after residency training is completed. An additional
reason for the need of an increased physician residency count (before any increase in
the medical school enroliment) is the fact that one third of the teaching load at the
medical school is borne by physician residents.

Graduate medical education programs will need monitoring to ensure that existing
programs remain strong. There will need to be growth in these programs and some
additional residency programs will need to be started. This will require careful analysis
so priority is given to programs where there is sufficient service demand to assure
employment opportunity in Utah for a majority of a program’s graduates. Priority should
also be given to those areas where there is a national shortage and Utah is continually
unable to successfully compete in the national market.

The training capacity of the University of Utah School of Medicine has remained
constant since 1972 with a yearly enrollment of 100 students. Based on present
population, the capacity of the medical school would have to be doubled in order for
Utah to train enough physicians to meet the patient care, medical administration, and
research workforce needs. Even at 200 students per year, the state would be slipping
behind the population growth curve. Although the argument for expansion is legitimate,
at a minimum, the following major factors must be addressed in any consideration of
expansion:

e Sustained funding for faculty and support staff,
Capital budget for construction of training space,
The lead time necessary to construct more buildings and recruit additional faculty,
How to obtain the necessary clinical material,
How to expand residency training capacity to accommodate the increased teaching
load that provides residents with a high quality clinical experience in their own
career path.

The Medical Education Council and other policy bodies such as the Board of Regents
and University administrators must work closely together to achieve maximum efficiency
in clinical training programs. Utah must give emphasis to those programs in both
primary and specialty care where there is a significant requirement for services and
where the clinical incident base is sufficient to assure an in depth quality training
experience.

Utah will remain particularly dependent on the national pool to meet its physician
workforce requirements. A strategy for competing in recruiting from the national pool
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should be developed. Presently, each institution or healthcare system within Utah
approaches this responsibility individually. In the face of a probable diminished
national pool the MEC may need to promote coordination and cooperation between
systems in recruiting and also in sharing capabilities.

B. Physician Assistant training needs and approach.

As indicated in Section Il, Utah’s physician assistant program has increased to a current
annual graduation of 32 new students per year, but has some flexibility to meet Utah’s
requirements to about 2010. If the physician assistant program were to expand, it
would face the same obstacles encountered by the school of medicine, namely: funding
of additional faculty, physical facility restrictions, and limited clinical load. The present
physical plant capacity is a major factor limiting program expansion. The MEC, in
cooperation with the Utah Physician Assistant Program, must begin now to examine
how Utah’s future physician assistant requirements will be met. By May of 2002, the
MEC with the Director of the Physician Assistant Program should develop a strategy
document with recommendations and associated costs for training Utah’s projected,
required, physician assistant workforce for the period beyond 2010.

C. Advanced Practice Nurse training needs and approach.

Advanced practice nursing programs exist at the University of Utah, Brigham Young
University, and Westminster College. These programs have an expansion capacity.
The advanced practice nursing program at the University of Utah would require an
increase in state appropriations if any future expansions were to take place. Since both
Brigham Young University and Westminster College are private institutions, expansions
within these programs would require private funding.

Increased enrollment in the programs would require increased faculty. Presently there
is a national shortage of qualified individuals to assume the professorial and
administrative openings. Funding for faculty salaries also becomes an issue at two
levels—new dollars and competitive occupations. All of the current programs have
voiced concern that the main barriers in attracting highly qualified instructors are faculty
salaries and the hours required of faculty members. The most qualified are able to earn
significantly more by working in many sectors of patient care and in management
positions. Often the most qualified professionals chose career possibilities other than
teaching.

Utah’s advanced practice nursing programs have grown and changed during the last
decade. However, the Utah market demand for nurse practitioners has not grown as
rapidly as in some markets in the U.S. The projected demand for nurse practitioners
indicates the training capacity in Utah will need to expand to meet future market
requirements. With limitations on the number of clinical training locations available and
competition for this capacity from residency, pharmacy doctorate, physician assistant,
nursing and technician programs, two questions arise. First, how will quality clinical
capacity be assured? And second, what is the likelihood Utah might become an
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importer of advance practice nurses? The MEC will work with the Board of Regents to
create a white paper on the best approach to expand nurse practitioner training as the
demand for these professionals increases over the next two decades. Such a policy
document should address how training will be shared between the public and private
schools; and what strategies should be implemented for attracting adequate faculty to
support any program expansion. Because the need for nurse practitioners is not
expected to exceed current training capacity until perhaps 2010, this policy document
should be undertaken about 2004. By this time, a second workforce survey should be
completed by the MEC. This will provide a better understanding of Utah’s healthcare
workforce and a better understanding of the net impact of market shifts currently under
way at both the state and national levels.

3. In order for Utah’s clinician training programs to expand and meet
the needs of all regions of the state, additional ambulatory sites
and hospitals will have to host clinical training.

In the process of examining how Utah might train a workforce commensurate with the
needs of an expanding population, emphasis should be placed on options for rural
training for a number of reasons. Utah’s rural areas are presently underserved. The
utilization of other Utah hospitals and ambulatory sites, especially in rural Utah, will
increase the likelihood of recruiting and retaining practitioners in rural Utah. Since the
Balanced Budget Act established a cap at 1996 levels, Medicare will participate in
funding additional residency training slots only when they are rural training programs.
This will require careful analysis to assure that the Residency Review Committees
(RRC) requirements are met and that only accredited, high quality training is maintained
in Utah. Nurse and technician training programs already use many of these rural sites.
Care must be taken so that program expansion in one program does not occur with
negative impact on another. The MEC, in cooperation with Area Health Education
Centers (AHEC), must determine which sites have the greatest capacity for specific
training and which sites will be the most suitable for residents. There may have to be
some balancing between the training needs of residents, nurse practitioners, physician
assistants, and other programs in order to gain maximum efficiencies for clinical
exposure from limited patient volumes.

4. Determine the practicality of meeting healthcare workforce
requirements through the use of cooperative agreements with
other states. Determine ways for states to combine resources in
order to train certain clinical specialists and sub-specialists for
which single state demand is not sufficient to accommodate the
cost of establishing training programs.

There is growing demand within the state for a number of physician specialties that
cannot be locally supplied because no training program for such specialties exists. In a
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number of specialties, there is insufficient national capacity to meet the national
workforce needs. Examples of these specialties include emergency medicine and
pediatric endocrinology. As physician-training programs begin to diminish and
disappear throughout the United States, it will become increasingly difficult for Utah to
recruit physicians in specialties in which Utah does not have residency programs.

It is not practical for Utah to unilaterally establish new programs for these specialties.
Although the need for such specialties is critical, demand is not high enough for Utah
alone to economically support these programs. A more feasible approach is for Utah
and surrounding states to pool resources to support the training of such specialties as a
means of gaining these needed physicians. Additional options for training more of the
state’s required workforce through cooperative arrangements should be investigated.
Previously cooperative programs were arranged through WICHE (Western Interstate
Commission on Higher Education) and the Educational Commission of the States. The
MEC should take the lead in convening a task force of key program personnel and
political leaders to determine the practicality of Utah meeting critical requirements
through cooperative arrangements with other states.

The creation of interstate compacts for certain advanced practice nursing and physician
assistant subspecialties may also be beneficial in solving problems of subspecialties
that suffer from rapid saturation in Utah alone. The subspecialty of neonatology at the
University of Utah School of Nursing is an example of the frustrations in meeting a
consistent, low volume need for a specific subspecialty. The subspecialty program was
discontinued a number of years ago only to be recently re-established due to
resurfacing need. The MEC will continue to study the feasibility of interstate compacts
for efficiently meeting training of various subspecialists with consistent, but low volume,
demand.

5. Explore options for a reallocation of federally supported residency
slots to more nearly match federal residency training support to
the geographic workforce requirements.

It is known that the number of residency slots is seen as excessive in some parts of the
nation. It is likely that many residency programs, and therefore the number of residency
slots, will be diminished in the coming years. Since Utah is not facing this state of
excess, the MEC would like to see another avenue of resolution explored to solve this
dilemma. A reallocation of federally supported residency slots from areas of lower need
to those of higher need could help to balance out the national overload while helping to
supply Utah with the physicians that will be needed as demand continues to rise in the
future.

This will include the MEC meeting with Senators Hatch and Bennett to discuss the
possibility of Federal Legislation authorizing HCFA to transfer residency training slots
from over-supplied areas to under-supplied areas.
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6. Policy recommendations and decisions should be data driven.
This will require the collection of quality information elements,
analysis completed using sound methods and procedures,
maintaining existing quality data resources, and updating data to
keep it chronologically current.

The Medical Education Council, in compliance with the Health Care Financing
Administration, will control funding for GME programs and work with other institutions to
strive for proper funding of other clinician training programs.

In an era of tight fiscal resources and possible shortage of healthcare professionals to
meet the needs of a growing population, the MEC must carefully assess whether Utah’s
scope of practice laws promote efficient utilization of the various professionals in
meeting workforce requirements. The MEC will work closely with the Division of
Occupational and Professional Licensure to share data and information that promote
understanding of workforce while maintaining appropriate professional licensure.

Quality data are paramount. Key data resources must be kept viable and partnerships
developed to assure proper kinds of data are available to reduce and prevent
duplication in data gathering. Maintaining the Utah Health Information Network (UHIN)
and the Health Data Authority is essential. The healthcare workforce survey and

analyses must be updated at least every five years to compare population driven
requirements to workforce capacity.

Accurate information about population growth and changes in demographics will be the
basis for determining need for adjustments in program training capacity.
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managed care penetration ratios; and general demographic data that the MEC studied and found useful in generating this report.
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515 North State Street
Chicago, IL 60610
http://www.ama-assn.org

American Nurses Association
600 Maryland Ave, SW

Suite 100 West

Washington, DC 20024
http://www.ana.org

Association of American Medical Colleges
2450 N Street NW,

Washington, DC 20037-1126
http://www.aamc.org

Bureau of the Census

Economic and Statistics Administration
U.S. Department of Commerce
Washington, DC 20233
http://www.census.gov

Bureau of Health Professions

National Center for Health Workforce Information & Analysis
Parklawn Building, Room 8-47

5600 Fishers Lane

Rockville, MD 20857

http://bhpr.hrsa.gov

Bureau of Labor Statistics

2 Massachusetts Avenue NE,
Washington, DC 20212
http://stats.bls.gov

Council on Graduate Medical Education
Division of Medicine and Dentistry

Bureau of Health Professions

Health Resources & Services Administration
U.S. Dept. of Health & Human Services
5600 Fishers Lane, Room 9A-21

Rockville, MD 20857

http://www.cogme.gov

Health Care Financing Administration
Bureau of Data Management & Strategy
7500 Security Blvd.

Baltimore, MD 21244

http://www.hcfa.gov

Health Resources and Services Administration
Parklawn Building, Room 8-47

5600 Fishers Lane

Rockville, MD 20857

http://www.hrsa.gov

National Association of Health Data Organizations
391 Chipeta Way, Suite E

Salt Lake City, UT 84108

http://www.nahdo.org

National Center for Health Statistics
Division of Data Services

6525 Belcrest Road

Hyattsville, MD 20782
http://www.cdc.gov/nchs/

UHA, Utah Hospitals and Health Systems Association
2180 S. 1300 East, Suite 440

Salt Lake City, UT 84106

http://www.uha-utah.org

Utah Department of Health

Office of Health Care Statistics

288 North 1460 West, 4th fl

PO Box 144004

Salt Lake City, Utah

84114-4004
http://hlunix.hl.state.ut.us/hda/index.html

Medical Education Council
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APPENDIX A

DATA AND DESCRIPTIVE STATISITCS FOR UTAH
PHYSICIANS

Compiled from a Physician Survey
conducted by the
Medical Education Council in 1998-99

This appendix contains the information and tabulations for physicians. It is organized in
three general parts:

1. A brief narrative and summary enumeration for each data element of the
survey. Data elements numbers 1-42 directly correspond to the questions of
the survey questionnaire.

2. Cross tabulations of the data elements that the Workforce Committee and
staff have so far examined in the ongoing process of assessing the capacity
of Utah’s physician workforce. Data elements numbers 43-61 are cross-
tabulated data from the survey responses.

3. A copy of the questionnaire used to conduct the survey.
Results from the survey are point-in-time data, trend or longitudinal data are necessary
to better understand Utah’s workforce. Comparisons against regional and national data

must also be done to better understand Utah’s competitiveness in the market place.

Some elements of the data set and additional comparisons are available by calling the
MEC at 538-6984.

Medical Education Council A-1
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Appendix A

APPENDIX A

DATA AND DESCRIPTIVE STATISTICS FOR PHYSICIANS

Do you do any work or provide services in Utah?
If no, please list reasons you maintain a Utah license and return survey.

2290 of the 3780 respondents indicated that they did provide services in Utah. Of
those who do not work in Utah, but maintain a license, most indicated that they do
so to allow flexibility to return to Utah at a later date should the opportunity arise.
Other major reasons included locum tenens and sentimental reasons (first state of
license).

The original survey went to the 6330 physicians licensed in the State of Utah, 40%
of which had addresses located somewhere other than Utah. There were 3780
responses returned and 60% were from physicians with Utah addresses. Roughly
60% of the respondents provide services in Utah.

The survey was followed-up by testing a random sample of 75 non-respondents to
determine if they were significantly different than the respondents. The test
indicated that there was little variance concerning practicing in Utah. However, the
sample set was not asked all of the questions so there will be some tendency to
overstate or understate specific data when using the weighted responses,
specifically for practice location.

2. Gender: Male/ Female
Physician Gender
Female
15%
(535)
Male
85%
(3146) _
*Weighted values
A-2 Medical Education Council



3. What race/ethnicity are you? (specify all that apply), those respondents that
checked multiple ethnicities are represented in the other group, thus no double
counting is shown in the table.

ETHNICITY OF PHYSICIANS
WORKING IN UTAH

ASIAN 123 | 3%
HISPANIC OR LATINO 30 1%
OTHER RA CE/ETHNICITY 22 1%
NATIVE HAW AIIAN OR A 0,
OTHER PA CIFIC ISLANDER °
BLA CK OR AFRICAN 5 0
AMERICAN °
AMERICAN INDIAN OR 5 0,
ALASKA NATIVE °
W HITE/CAUCA SIAN 3562 | 95%
Weighted totals 3755 |100%

4. Year of Birth: Year of Birth was used to calculate age by subtracting the year of
birth reported from 1998.

700

AGE OF PHYSICIAN

600 -
500 -
400 -
300 -
200 -
100 -

695 654
551 ] 571
409
233 273
131
13 H H 121 66 30
_ L OO0 = o
g I & ¥ 2 3 &8 I & % 2 &
& 8 8 § & 8 8 8 & R kK
Age Cohort

Medical Education Council
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5. How would you best describe the area where you spent the majority of your

Appendix A

upbringing? (Check One):
Upbring Location
Urban
35% (1310)
Suburban
45% (1689)
Categories were given on surwey and
are self selected, self-described.
A-4
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Appendix A

The institution from which you received your medical degree: (City, State, Year)

Approximately 35% of Utah's physicians attended the University of Utah Medical
School; 3% went to George Washington University; 3% attended the University of
Washington; 1.5% attended the University of Colorado; 1.5% Northwestern in
lllinois; and the remaining 57% studied at over 200 different Medical or Osteopathic
training institutions.

The institution(s) which sponsored your internship(s)/residency(s) and year
completed:

The following chart summarizes those who had a training connection with Utah,
indicating that 64% of Utah's physicians received at least part of their advanced
medical training in Utah. We have not compiled a list of where all the training has
taken place due to the fact that there are over 700 locations split between medical
school and up to 4 different residencies.

Utah Education Connection

University of Utah Med.
School
16%

No Utah Education
Connection
36%

Both Med. School and
Res. in Utah
19%

Utah Residency or
Fellowship
29%

The institution that sponsored your internship/residency and year completed.

Questions 9-12 deal with advanced medical training and the location. There are
over 500 different institutions listed for residency training and fellowship training. If
you would like further information please contact the Medical Education Council at
(801) 538-6881.

A-6
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13. What specialties/sub-specialties are you board certified in?
14. What specialties/sub-specialties do you currently practice?

>
©
This table presents the current practice information, however very few of the -C';lg
respondents practiced in an area where they were not board certified. ;_2-.
>
PRIMARY PRACTICE SPECIALTY
Family Practice 507 Other Surgery Subspecialties 23
Internal Medicine (General) 449 W Pulmonary Discase 22
Pediatrics (General) 311 WPM&PH subspecialties 22
Anesthesiology (General) 232 W Sports Medicine 20
Obstetrics and Gynecology (General) 227 WInfectious Disease 18
Emergency Medicine 195 M Nuclear Medicine 18
Orthopedic Surgery 156 M Preventive Medicine \ Public Health 17
Psychiatry 146 W Psychiatry Child/Adolescent 17
Radiology (Diagnostic) 132 M Radiology (Therapeutic) 17
Opthalmology 129 Other EMS Subspecialties 13
Surgery (General) 128 M Rheumatology 13
Dermatology 71 Other Opthalmology subspecialties 13
Pathology Subspecialties 71 W Other Anesthisiology Subspecialty 12
Pediatric Subspecialties 71 Other Cardiology sub 12
Otolaryngology 70 @ Nephrology 10
Neurology 56 Other Subspecialties 8
Plastic Surgery 46 W Endocrinology\ Metabolism 7
Urology 45 Other Neurology Subspecialties 7
Cardiology 43 NMOBGyn Subspecialties 7
Pathology (General) 41 W Anesthesiology-Pain Management 5
Gastroenterology 38 W Pulmonary Disease subspecialties 3
Neurological Surgery 33 _WOtolaryngology subspecialties 3
Orthopedic subspecialties 33 W Medical Informatics 3
Physical Medicine and Rehabilitation 31 W Addictionology 3
Hematology\Oncology 30 Other Dermatology Subspecialties 2
Allergy and Immunology 26 Other Gastroenterology subspecialties 2
Critical Care Medicine 23 M Neurovascular Disease 2
Thoracic Surgery 23 ETOTAL 3661

15. Are you board eligible in any specialties/sub-specialties other than those in which

you are certified?

Answers to this question were limited and are not reported in this document.

Medical Education Council
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Appendix A

16. Please list one or more continuing medical education (CME) programs you would
like to have available locally:

This list is extensive and not reported here. If you would like a copy of the list
please call the Medical Education Council at (801) 538-6881.

17. Please allocate the hours per week you spend in the following activities:

HOURS PER WEEK IN VARIOUS ACTIVITIES

Zero 1-10 11-20 21-30 31-40 41-50 51-60 61+
hrs/wk hrs/wk hrs/wk hrs/wk hrs/wk hrs/wk hrs/wk hrs/wk

B Patient Care U Teach/ Patient B Teaching HAdmin/ Management H Consulting

18. For your work setting how many hours working per week is considered full time?

FULLTIME IN YOUR
WORK SETTING
MORETHAN 60 HRS\WK | 593
50-59 HOURS\WEEK &40
4049 HOURS\WEEK 1389
30-39 HOURS\WEEK 444
NOT APPLICABLE 290
Total 3555

A-8 Medical Education Council




19. What is your average yearly gross compensation?
Values above $649,999 were not reported on this graph.

Compensation

1000

900 -
800
700

600 -
500 A
400 A

300
200 -
100 A

===©==Primary Care ~ [ Specialist —#&— Total

20. Compared to five years ago, has your gross income increased, decreased, or

remained stable?

INCOME FLUXUATION DURING PAST
5 YEARS AMONG UTAH PHYSICIANS

Stayed the
Same
21%

Increased
48%

Decreased
31%

Medical Education Council
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Appendix A

21. In your current practice, in how many separate cities /towns do you provide patient

care?

How many Cities do Physicians
Practice in

Four + Cities

Three Cities

Two cities

187

260

One City

B Primary Care
O Specialty Care
OTotal

904

| 1447

| 2351

500

1000 1500

2000 2500

22. Zip Code: For location #1 only.

COUNTY OF PRIMARY PRACTICE
DAGGETT 0 0.0% SEVIER 10 0.3%
GARFIELD 0 0.0% TOOELE 12 0.4%
PIUTE 0 0.0% DUCHESNE 17 0.5%
WASATCH 0 0.0% IRON 18 0.6%
WAYNE 0 0.0% UINTAH 22 0.7%
KANE 2 0.1% CARBON 23 0.7%
MORGAN 2 0.1% BOX ELDER 28 0.9%
SAN JUAN 2 0.1% SUMMIT 31 1.0%
BEAVER 3 0.1% WASHINGTON 86 2.7%
EMERY 3 0.1% CACHE 111 3.5%
RICH 3 0.1% DAVIS 195 6.2%
GRAND 7 0.2% WEBER 306 9.7%
JUAB 8 0.3% UTAH 373 11.9%
MILLARD 8 0.3% SALT LAKE 1863 59.3%
SANPETE 10 0.3% TOTAL 3143 100.0%

A-10
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23. How many years do you plan on practicing at each location?

Years Planning to Practice at Prim ary
Location 1

700

650 -
600 T
550 1 p—
500 A

450
400
350 A
300 A
250 T
200 A
150 T

# of Physicians

100 T

50

Questions 24 — 32 dealt with practice hours and settings and will not be reported in this

document.

33. In an average week how
many out-patients do you
see?

34. In an average week how
many in-patients do you see?

NUMBER OF PATIENTS SEEN IN
THE AVERAGE WEEK
Inpatients Number of Outpatients
Physicians by Patients per week] Physicians by
Primary |Specialty Primary |Specialty
192 414 ZERO 33 114
825 1189 1-25 159 429
48 106 26- 50 144 379
12 20 51-75 152 290
8 12 76 - 100 325 310
3 3 101- 125 157 129
2 5 126 - 150 94 101
0 0 151 - 175 18 23
2 2 176 - 200 30 41
0 0 201 - 225 5 2
0 5 226- 250 3 15
0 0 251 -275 0 3
0 0 276 - 300 2 12
0 3 301 -+ 2 8
1091 1759 Total 1124 1856

Medical Education Council
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Appendix A

35. Does your clinic offer language interpretation to your patients? Yes No

LANGUAGE INTERPRETATION
OFFERING *

No
46%
Yes
54%

* of those resonding to the survey

36. W.hi.ch of the following hospital Priveleges held at Hospital
privileges do you currently hold?
NONE 401
This chart presents those [Inpatient Adult 2428
respondents who indicated that [Inpatient Children 1717
they have privileges in the areas |Newborns 871
shown. Labor and Delivery 502
First Assistant Major 720
First Surgeon 896
Intensive/Coronary 715

37. In your immediate practice environment, which of the following do you work with in
the care delivery team?

PRACTITIONERS IN CURRENT WORK SETTING BY
SPECIALTY
Primary  Specialty No
Care Care Response Total
PA 415 450 26 891
APRN 487 629 30 1146
PharmD 214 296 25 535

A-12
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38. Does your clinic offer a Sliding-Fee Scale based payment option? Yes No

Sliding Scale

Yes
29%

39. Are you limiting the number of new:
Medicaid Patients Yes No
Medicare Patients Yes No
Non-Paying PatientsYes No
Other New Patients Yes No
This chart depicts the Yes responses to each part of the question by specialty.

LIMITING PRACTICE
L2
800 S
SN T N A Wiy
e ~
400 % > N
N
2(1),
0 ‘ ‘
Prinary Specialty Total
B Medicaid OMedicare ENonPay O Other New
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